depend from the brain in the neighbourhood of the defective, roofs of the antrum and tympanum.
After a long convalescence the patient is now practically well, except that a small sequestrum appears to be making its way to the external opening of a fistula in the lower part of the post-aural wound. In the experienoe of the exhibitor acute spreading osteomyelitis of the temporal bone is rare, and he believes that most of the recorded cases have proved fatal. It is possible that the very wide removal of inflamed bone in this case accounts for the successful issue.
DISCUSSION.
Mr. TILLEY: There is still some suppuration in this case, and if you pass a probe through the fistula in the post-aural wound you will find a spicule of bare bone. I felt it there a fortnight ago, and the patient is down for admission to hospital in order to have it removed, after which I do not doubt there will be sound healing. He has a large right tonsil which will be dealt with at the same time.
The PRESIDENT: What interests me most in Mr. Tilley's case is the treatment of the hernia; it seems to have disappeared completely. Hernia has always, in my experience, been the most difficult complication of brain abscess to treat, probably because it is associated with increased intraventricular pressure.
Mr. W. STUART-LOW: During twenty years' experience I have had a few cases like this. The earlier cases gave me trouble, but since I have used a, shield in order to avoid pressure on the wound, I have not had trouble. A large shield-would cover the whole of even such a large wound, and the bandage and dressings would then be adjusted over the shield. I think the narrowing of the meatus is entirely due to the bandaging. The meatus is unusually narrow, which militates against a good result. This is accentuated by the meatus being pushed forward from behind by the bandage pressure. With the use of a shield, drainage is facilitated and congestion is prevented; moreover the granulatiQns which are often caused by irritation from the dressings are never redundant where the shield has been made use of throughout the after-treatment.
Mr. HUNTER TOD: Osteomyelitis is extraordinarily rare, as Mr. Tilley has said. It is not the result of operation, but of a definite germ infection corresponding with the osteomyelitis sometimes met with in the frontal bone. The patient is usually young. Following middle-ear suppuration, a boggy, cedematous swelling spreads slowly over the temporal and parietal regions, even extending to the eye; but not so much over the mastoid. These patients do not get a very rapid pulse, nor a temperature higher than 1010F. When you operate you find marked periostitis, the whole bone comes away in masses, and, beneath, the dura mater, although much thickened and covered with thick gelatinous-looking granulations, is such a protection that meningitis does not occur. I have had three cases: two proved fatal from sinus thrombosis with secondary meningitis, the otlher recovered. In the London Hospital Museum there is a calvarium from a patient operated upon some years ago, the disease having spread over the whole of the vault of the skull. The treatment consists in recognizing the condition early, and then removing a large area of bone well beyond the infected area, otherwise osteomyelitis is a progressive and fatal disease. Mr. HUNTER TOD: In the three cases which I have seen the infection was pre-operative. There was no true meningitis directly from involvement of the bone, but as a final stage, secondary to the sinus infection, the path of extension of the infection appears to be the venous channel in the diploe. It is a type which is so rare that it is not always recognized. It must not be confused with simple necrosis, which is localized to the mastoid bone and is occasionally met with in severe mastoid disease. the notes I took have been lost in the hospital. The father says the boy was admitted three days before last Christmas Day, and I operated on the day following admission. On the day of operation the tissues were swollen and cedematous over the mastoid region, and I think the osteomyelitis had commenced at the time of the operation. When the antrum was opened -the roof of the tympanum was found to be destroyed and its place taken by granulation tissue, so that one could pass a probe straight into a subdural or even a temporo-sphenoidal abscess. The patient was put back to bed, but, instead of the cedema disappearing in a few days, it became more marked, and spread, so that in two or three weeks it had extended over the greater part of the left temporal, parietal, and occipital regions, and the general condition had become worse. He had a slight temperature every night. Therefore we decided to open the wound again. It was then that I found the squamous portion of the temporal, and a part of the lower posterior portion of the parietal bone, and the occipital bone in the regioh of the mastoid process involved. The bone was soft. I cut away into healthy tissue in all these regions. The strange feature was the extraordinary appearance of the dura mater, which looked like pale bacon rind, and I dared riot go through this lest I should expose the pia or enter the cortex. He had no meningitis. I left the dura to take its chance. In the course of some weeks it settled down, and I think his dura is now in a more or less normal condition. I must try Mr. StuartLow's cage, for it seems to have advantages. I think, however, with Mr. Mollison, that the narrowing "of the meatus had nothing to do with the dressings in this case. The patient was in hospital some six months, and the septic condition of the wound was extreme, and lasted for weeks. I think any soft cartilaginous tissues would be apt to become necrosed, and that the present anatomical conditions would be accounted for by the severity of the inflammation and consequent cicatrization which occurred. Mr. Tod pointed out what probably most of us have noticed in osteomyelitis of the frontal bone -viz., the low degree of pyrexia. This boy had no rigors, and his temperature was never anything remarkable. Dr. Paterson asked why osteomyelitis occurred more in the frontal bone than in the temporal region. It may possibly be explained by. the fact that the vascular supply in the temporal region is much more free than is that in the frontal bone. If you open the frontal sinus in a chronic empyema -and clean out the mucous nmembrane for twelve days you see nothing there except a mother-of-pearl-like appearance on the posterior wall. Qn the tenth or twelfth day red spots begin to appear, and in four or five weeks the frontal sinus will be full of granulation tissue, whereas, in the case of the mastoid antrum you can see plenty of granulations at the end of a week. There is a better vascular supply, a better leucocytic infiltration, and a better defence against infectious organisms. Dr. Kelson asked if osteomyelitis occurred in the temporal bone without a previous operation. In this case the osteomyelitis had started when we opened the wound, because the roofs of the antrum and tympanum were alreadi destroyed, and the condition spread until the second operation was performed. Acute osteomyelitis, independent of operation, does occur in the frontal sinus, and I have published a record of such a case.' At the time I operated on that patient the osteomyelitis had spread to such an extent that in a week or two we had to take away nearly the whole left frontal bone. The patient recovered. Nevertheless nearly all the cases in the frontal bone which I have. seen have been post-operative. I A MALE, aged 45. No family history of tuberculosis, but of cancer on the mother's side, and in the case of one of his sisters at the age of 47. He has had a very hard life, having had to maintain himself at the age of 15. The skin condition has been present ever since he can remember, but has extended more rapidly during the last few years, especially on the 'scalp. The crusting on the edge of the left auricle has only existed for six months: it began over a small bean-shaped area, and has always had a blackish-brown colour. As the crusts are removed they rapidly re-form, and destruction has been marked during the last two months. Suspecting that there might be an element of epithelioma at this place a piece has been removed by Dr. John MacKeith, whose patient he is, and submitted to Dr. Wyatt Wingrave for microscopic examination. Dr. MacKeith has very carefully studied the case from the point of view of possible tuberculosis, but has found no corroborative evidence of tubercle bacilli.
Liquor arsenicalis has been adminis\tered in increasing doses since Dr. MacKeith first saw him in August 'last, and locally the ulcer has been touched up at intervals with acid nitrate of mercury. He complains of pain in the ear, especially in cold weather. There is a large patch of lupus erythematosus on the outer side of the left thigh.
Mr. W. STUART-Low; Dr. Wyatt Wingrave's report on the specimen from this case states that it is a most unusual case of epithelioma being grafted on to lupus erythematosus. In my experience, this is unique. I would like an
